Discussion
Previous reports of patients with confirmed ischaemic colitis secondary to marathon running have often had additional factors that have contributed to the disease. One patient who required no treatment? had been taking an oral contraceptive (Ovanon) which has been linked to the spontaneous development of gut ischaemia'r". A second patient required only fluid resuscitation10, but was taking aspirin which may be involved in the prostaglandin cascade thought to be involved in vasoactive reflexes associated with regional colonic blood flow.
It is well reported that colonic blood flow may decrease up to 80% during prolonged severe exercise":'! and that the additional stress of hyperthermia, and hypovolaemia would predispose to gut ischaemia. Training is said to diminish the incidence of symptoms of gut ischaemia''".
We assume that in our patient the ischaemic colitis was due to a combination of lack of training, a very hot da y l 2 and lack offluids during the race, all of which may predispose to the alteration of blood flow in the colon and ischaemic necrosis.
The cause of renal failure was not confirmed although possibly due to a combination of dehydration from her toxic clinical state and the disseminated intravascular coagulation. She had no evidence of rhabdomyolysis.
The cerebellar signs remain unexplained, but may be related to her disseminated intravascular coagulation, hyponatraemia or uraemia.
Meeting reports
Forensic and legal aspects of accident and emergency medicine Keywords: accident; co-operation; medical witness The Section of Clinical Forensic Medicine has been happy to welcome to our meetings members of other sections where there is an interest in legal medicine. It was therefore a natural extension ofthis policy which resulted in The Section of Accident & Emergency Medicine inviting members ofthe Forensic Medicine Section to join them in their symposium on Forensic and Legal Aspects of Accident and Emergency Medicine held at the Royal Society of Medicine on the 25 January 1991, and this report is published with the agreement of the President Mr M Tabone-Vassallo.
The morning session was chaired by Dr Robin Moffat, President ofthe Section of Clinical Forensic Medicine, and he introduced the first speaker, Dr David Jenkins, former President of the Association of Police Surgeons, Forensic Medical Examiner to the Metropolitan Police and member of Council of the Section of Clinical Forensic Medicine. He addressed the meeting on the subject of the problems of assessing injuries in police custody. The welfare and safety ofthe prisoner in the police station is the responsibility of the police, and they depend upon the forensic medical examiner to assess the severity of the injury or illness, the probable cause, to give the appropriate treatment and to decide whether the prisoner is fit to be detained, or whether he should be admitted to hospital. He depends upon the co-operation of the casualty officer and Dr Jenkins stressed the importance of this, pointing out that the police surgeon is always happy to offer his or her services to the young and possibly inexperienced junior hospital doctor. The need for a thorough examination of the prisoner, the taking of photographs where indicated and meticulous notes of all injuries found was emphasized. It was pointed out that it had to be borne in mind that photography by the medical officer for evidential purposes is not permitted, but it may be useful in recalling the scene at a later date. The examiner is aware that once his examination is complete there is no medical supervision whatsoever and he must ensure that the police officer in charge is adequately instructed as to management. In addition to treating injuries, the examiner will be considering whether the findings support a possible charge of attempted murder or serious assault. He or she must interpret the injuries and must differentiate between injuries caused by assault and those which may have been self-inflicted or caused by accident. In the discussion which followed, it was clear that the forensic medical officer does undertake minor surgical procedures such as suturing, and there was much debate about the management of the injured prisoner who is under the influence of alcohol or drugs, and it was agreed that the provision of suitable facilities for dealing with this often difficult problem is a matter of priority.
Just as the' relationship between accident and emergency and the forensic medical examiner is of great importance, equally so is that between the Department of Emergency Medicine and the police and this was the subject of the paper by Dr John Gosnold (Consultant in Accident and Emergency Medicine at Hull Royal Infirmary), Dr Gosnold stressed the importance of attention to detail in the management of cases where the police are, or are likely to become involved both in the careful assessment of injuries, in note taking and in the preservation of materials which may be of importance evidentially.
The close contact between casualty and police makes a good working relationship essential -described by Dr Gosnold as symbiosis. Each discipline has to give as well as to receive. The importance of each understanding how the other functions and an appreciation on the part of the police of the practical and ethical restraints on the medical profession and an appreciation on the part of the profession as to how the police function and the structure of the force. Junior hospital doctors must be instructed, they must know when dealing with the police the following: Can the Police be allowed to proceed? Does the patient understand? Is he capable? The junior doctor must understand complaints procedures and how to act in cases of sudden death. He must know that death in the department must be an unnatural death and that he must preserve the scene and not interfere with the body or possible evidence. The speaker recommended joint training with police surgeons and the traffic police. An interesting suggestion is that the beat 'Bobby' should have the hospital as part of his beat, to be seen not as a threat but as a protection. The doctor must be made aware of his or her responsibilities towards the drug squad -what information to give. The casualty department must know what rights the police have and should be aware of the provisions of PACE and the police on their part should be aware of the responsibility for confidentiality on the part of the doctor. At the same time, confidentiality is not always an invitation to withhold information; much depends on the severity and possible implications of the crime but information should be given by senior doctor to senior police officer. The doctor should always be aware that he or she may well have to provide a statement and should be trained how to do this. Dr Gosnold finished his address by making the following recommendations:
(1) Regular meetings between Police and Accident and Emergency Department. (2) A Police Officer in the Accident and Emergency Department doing random beat patrols.
(3) Every Department should have a Police Surgeon as one of their Consultants. The discussion afterwards indicated that there were still misunderstandings of the mutual responsibilities but Dr Gosnold's paper went a great deal of the way towards correcting these.
Dr Robin Moffat (Chairman of the Session) was the next speaker and he addressed the meeting on the subject of the police surgeon and the accident department. The Police And Criminal Evidence Act (PACE) has cast fresh responsibilities on both police and the medical profession and has identified areas where the processes have proved deficient in the past. Dr Moffat spoke of the responsibility set by the Act, in particular the section dealing with the management and treatment of detained persons which have introduced new safeguards for the prisoner's protection and welfare. The importance of communication between the agencies involved -that is the police, the hospital and the medical profession in general, was emphasized. When a prisoner is Journal of the Royal Society of Medicine Volume 84 July 1991 441 transferred whether from police station to prison or to hospital, or indeed returned from hospital, all relevant information should be sent to the 'receiver'. For example, tendencies towards violence, potential suicide and any necessary continuing treatment.
Much publicity is quite rightly given to deaths occurring in police custody, particularly suicide by a prisoner. The impression is given that such deaths are common, but figures quoted by Dr Moffat of deaths in police custody in the Metropolitan Police area show that the numbers are, in fact, small. In 1989 there were 37 deaths, half of which were alcohol-related and only in one case did the inquest return a verdict of suicide.
Major disasters appear to be occurring with distressing frequency in recent years, so it was timely that Professor A Busuttil (ProfessorofForensic Pathology, Edinburgh) should speak on the subject at the Symposium. Professor Busuttil stressed the need for the presence of a forensic physician in the accident and emergency department in major disasters. He divided the pathological investigation of major disasters into phases.
(i) The pre-planning phase ensures that the means of dealing with major disasters are in place and ready to be activated as soon as the disaster occurs.
(ii) The immediate response phase is the setting up -the estimation of the nature and severity of the incident and the likely number of casualties.
(iii) The acute phase is the retrieval operation -the extraction of casualties and of the dead.
The post-acute phase deals with the assessment and flow pattern of the incident with setting up of mortuary facilities, further assessment and progression of the operational phase.
The completion phase deals with the identification of victims and the reportive phase with documentation and the debriefing phase asks the questions 'Could they have been done better and was the accident preventable?'
Professor Busuttil then dealt in detail with the problems concerned with the retrieval of the dead. Where the body is intact, having established that life is extinct, an estimation must be made of when death occurred, the site must be identified and photographs must be taken. Where bodies are mutilated they had to be identified as human and again, the site of retrieval had to be identified and photographs taken, then followed labelling and the placement into body bags.
Professor Busuttil had been involved in the Lockerbie disaster and he made reference to this and to the problems caused by the difficulties of the bodies having been spread over a wide area, the difficulties of retrieval and identification. He also stressed the importance of health and safety of emergency services, for example danger from collapsing buildings etc. He discussed the requirements of temporary mortuary facilities, both indoor and outdoor, and how it was necessary to ensure accessibility, security, adequate space, water supply, adequate lighting and adequate administrative as well as professional staff.
Separate areas had to be set apart for different methods of investigation, eg dental, photographic, X-ray, fingerprinting, viewing area etc. He described the flow pattern of body examination from identification to return to repository area.
Finally he spoke of the problems posed by officialdom, by relatives, the press and sightseers. Security was always a problem and this paper graphically illustrated how important preparedness and organization are the essentials in dealing with a disaster of that magnitude.
The afternoon session was chaired by Mr M Tabone-Fassallo (President of the Accident & Emergency Section) and he introduced Dr Neville Davis (Police Surgeon and Immediate Past President of the Section of Clinical Forensic Medicine) who delivered a paper on pitfalls in the preparation of statements and in giving evidence. These are matters which cause considerable concern to doctors, particularly those who are unversed in medico-legal matters and unfortunately neither undergraduate nor immediate postgraduate training does much to enable the inexperienced doctor to dojustice to himselfor to the courts.
Dr Davis emphasized the importance of accurate, complete and legible notes to be made at the time of the examination. He reminded his audience that the court will only permit reference to contemporaneous notes -those made at a later date are likely to be inadmissible. Increasing frequency of actions against doctors for negligence emphasize the importance of this advice and also of the need for meticulous and comprehensive examination. Failure to do so may cause the doctor to contribute to a miscarriage ofjustice because of his inadequate forensic knowledge. It should always be remembered that the notes to which the doctor refers may be read out in Court, thus it is imperative that care should be taken not to include any extraneous comments which might give offence.
When dealing with an accident or assault victim, the whole body must be examined and all wounds should be described, sketched and interpreted where possible, and the information included in the statement. To give an opinion as to causation necessitates a knowledge of forensic medicine, guess work is not acceptable and no dogmatic statement should be included unless it can be supported by concrete evidence. A knowledge of the rules of evidence is necessary including an understanding of that which is admissible. Language used should be easily understood by the lay person and alterations using correcting fluids should be avoided. There is a difference of opinion as to whether the history can be included or whether it is hearsay but the Doctor will be guided by the Law. A medical witness should never depart from his or her own field of expertise. Precise, well thought out statements based on contemporaneous notes are a sure shield against embarrassment or professional humiliation.
The second speaker of the afternoon was Dr H Baderman member of Council of the Medical Protection Society and consultant in Accident and Emergency Medicine at University College Hospital, whose subject was the medical witness. When considering the advisability of calling a doctor to give evidence, the Council will consider whether the doctor will make a good witness and his first consideration will be the standard of his notes. Poor notes or no notes at all, vague, indefinite statements, statements which show ignorance, statements which are critical of other doctors will all deter the lawyer from calling him or her. Similarly, the doctor who is too nervous, unsure of himself, not consistent in his evidence or is arrogant will not make a good witness in court. Doctors frequently do not do justice to themselves or to the case and poor performance in the box destroys credibility. Doctor Baderman reviewed what the medical witness should expect in court and how he should give his evidence. The witness should be confident and relaxed but quietly so and slightly self-effacing. Judges have a rapid grasp of complex situations and are easily annoyed. They react well to the medical witness who responds well, he is knowledgeable but by and large juries are not and the medical witness should guard against confusing the jury who look for positive answers and attitudes. When, on examination, doubts are cast on the witness's experience or credentials he or she should be firm, and if certain of the facts, should not allow doubt to creep in. When the witness does not know the answer, he or she should say so and suggest that the matter is beyond his or her field of expertise and that the question should be put to the appropriate expert.
A final word of warning was given: guard against pre-conceived opinions and being influenced by personal views.
The final speaker of the day was Mr Keith Popperwell (Solicitor and ChiefPartner of Geoffrey Warhurst & Co, Manchester) who specializes in personal injury compensation and his paper was on the expert witness. The considerable increase in recent times of personal injury compensation claims has resulted in a greatly increased demand for medical reports which have to accompany the statement of claim. The expert witness should be properly briefed by conference with the barrister before the hearing so that he should know what to expect in court. He should be instructed on the basic principles of the law on personal injury. The victim may expect to be compensated for pain and suffering, loss of earnings and cost of care. All matters such as disability, impact on life, possible surgery, restriction on the labour market, nursing and domestic assistance, loss of DIY capacity, the provision of aids and appliances and alterations to insurance premiums have to be assessed.
The expert witness must expect to be questioned on any or all of these and the limitation set by the effects of the accident or mishap. The judge is guided in extent of awards by precedent and by what he hears from the witnesses and by the medical evidence which is usually agreed. Written reports must be put before the judge before the trial. Any item not included will not be accepted at the trial. The report must be neither too brief nor too technical. It has to be remembered that the victim has to be 'taken as you find him' and full responsibility must be taken for the negligent act even if particular circumstances could not be foreseen.
Before giving a prognosis the personal and medical background of an individual must be investigated. He or she should be observed over a long period of time before making a definite prognosis, for example, at least 6 months in the case of whiplash or back injury. A provisional award can be given and a case may be re-opened in the future should the medical condition deteriorate. If asked for a report the expert should ask whether what is required is merely a report based on hospital or medical records or if it is a full report based on availability of all records and documentation of the subject together with authority to see any specialized report for example, CAT scan. All updated reports must be made available before going into Court.
The Section of Accident and Emergency Medicine is to be congratulated on the excellence of the meeting both in content and organization, and the Section of Clinical Forensic Medicine was delighted to be invited to participate. This event has shown what close co-operation can be achieved between the two Journal of the Royal Society of Medicine Volume 84 July 1991 443 Sections and it is hoped that this will become a regular event.
I D Craig Editorial Representative Section of Clinical Forensic Medicine
Forensic medicine and the law Keywords: poison; law research
The Section of Clinical Forensic Medicine held its Winter Symposium jointly with the Metropolitan Group of the Association of Police Surgeons at Charing Cross Hospital Medical School. The decision to organize the meeting as a joint venture was highly successful as is evidenced by an attendance of 162 delegates.
The morning session was chaired by the President Dr Robin Moffat who introduced the first speaker Dr Peter Minty (Director of Toxicology, Charing Cross Hospital) whose subject was 'simple toxicology for simple folk'. Forensic medical officers and others concerned with the investigation of possible cases of poisoning rely very greatly, and expect a great deal from the toxicologist, and Dr Minty's paper placed the matter in perspective and gave us a fascinating account of what the laboratory and modern technology can achieve. The problems presented to the laboratory are: 'Is there anything there? If so, how much? What does it mean? and how long will it take?' Dr Minty reviewed the various methods of screening by thin layer chromotography and by immunoassay and the process of assessing and identifying poison extracted from the urine by a wide range of investigations including gas chromotography, high performance liquid chromotography and mass spectrometry. The toxicologist also provides a service to the clinician in the field of assessing patient compliance with prescribed drugs and investigating dose/effect relationship. Examples are drugs used to treat cardiac arrhythmias, epilepsy and asthma. In the field of forensic medicine and science, the toxicologist can readily identify and assess levels of alcohol in the blood and urine, solvent abuse, cannabis and opiates and the metabolites of cocaine in the urine. Radioimmune assay is used for the detection of LSD and morphine and buprenorphine.
Dr Minty stressed the importance of the history and of providing the laboratory with all possible information as well as the appropriate samples for analysis. In the living, blood and urine; at postmortem, stomach contents, liver, lung and vitreous humour may also be required.
Dr Minty ended his talk with a cautionary tale of the gentleman whose routine urine screening showed the presence of opiate, although he vigorously denied any exposure. It transpired that he was inordinately fond of poppy seed bread and poppy seeds contain sufficient opiate to give a positive test.
The need for close co-operation between medicine and the law is generally acknowledged and the professions meet in such organizations as The Medico-Legal Society ann the British Academy of Forensic Medicine. Happily the Royal Society of Medicine now provides a joint forum, membership now being made available to a limited number oflawyers who, because of their special interest in medico-legal affairs, have been invited to join the Section of Clinical Forensic Medicine.
One of our most distinguished legal members, His Honour Judge John Baker a circuit judge, member of Council of the Section and past President of the Medico-Legal Society, addressed the meeting on the subject of 'The police doctor in and out ofcourt -a view from the bench'. Judge Baker discussed how advances in techniques, method and training has resulted in a higher standard of expertise in doctors assisting the courts. With the increase in crimes of violence and the use of weapons, there is a need for medical evidence of the highest standard, for example in the interpretation of injuries and differentiation between the attacker, the attacked and the innocent bystander where wounding has taken place.
There has long been some confusion in the medical profession as to the admissibility in evidence of the history taken by the examiner. The history is rejected as hearsay evidence although in all types of medical diagnosis the history is of paramount importance. The Judge emphasized that it is important that what the patient said should be recorded and he suggested further that the doctor should caution the patient that his or her evidence may be used in Court proceedings. There can be no harm in recording this evidence which may become admissible by the defence. What a victim said to a doctor in the normal course would not be admissible in the examination in chief against the defendant who was not present but it may well become admissible at a later stage as a result of the conduct of the defence. For example, if it was suggested to a witness that he had made his story up from the time that he made the statement to the police in order to get revenge on the accused, the witness would be entitled to reply 'Oh no, I told the Doctor how it happened, he was the first person I felt I could speak to and I told him what I have said today'. The doctor's statement is sent to both sides and it is important that both sides should know what has been said so that it could be included should it become relevant. The statement will go to the crown prosecution service where it is dealt with as appropriate and irrelevant material will be excluded. Judge Baker's thoughtful and concise interpretation of this contentious matter was much appreciated by those of his audience who are concerned with the courts and at times find themselves in a quandary over what is and what is not admissible. 
